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INTRODUCTION: Cecal volvulus is a relatively uncommon encountered clinical condition.
PRESENTATION OF CASE: A 48-year-old patient known with a large uterine leiomyoma, presented with
progressive abdominal pain since one week. An abdominal computed tomography scan revealed a very
large leiomyoma of the uterus, severely distended loops of the small bowel with a caliber change and
a suggested ‘whirl sign’ of the mesenteric vessels. A laparotomy was performed, showing a very large
uterus as well as torsion of the mesentery of the cecum with a sharp demarcated area of necrosis of the
right hemicolon.
DISCUSSION:Cecal volvulus due to a large uterinemass is a rare encountered clinical entity. The suggested
mechanismmight be the samemechanism causing cecal volvulus during pregnancy; the enlarged uterus
raisingout the mobile cecum out of the pelvis. Obstruction may occur from kinking of the colon at a ﬁxed
point.
CONCLUSION: This case demonstrates that uterine leiomyoma can be a cause of a cecal volvulus, leading
to severe intestinal strangulation.
© 2015 The Authors. Published by Elsevier Ltd. on behalf of Surgical Associates Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction
Cecal volvulus is a relatively uncommon encountered clinical
condition, with a reported incidence ranging from 2.8 to 7.1 per
million people, per year [1]. First described by Rokitanksy in 1837
as a cause of intestinal strangulation, [2] it is anatomically char-
acterized by the axial twist of the cecum, terminal ileum, and
ascending colon around their mesenteric pedicles [3,4]. In about
10% of all cecal volvulus cases, the cecum and ascending colon
fold anteriorly or posteriorly and upward without an axial twist.
This is referred to as cecal bascule [1]. Cecal volvulus and cecal
bascule share many similar clinical features, including the poten-
tial for intestinal obstruction and strangulation [1]. The etiology of
cecal volvulus has been linked to the late embryology in which the
cecum rotates counterclockwise from the left side of the abdomen
to the right lower quadrant [5]. During this process, the right colon
mesentery attaches to retroperitoneal structures and incomplete
intestinal rotationgenerally leads to inadequate right colonﬁxation
which is associatedwith the potential for cecal volvulus [1,5]. Other
predisposing factors for cecal volvulus have been deﬁned includ-
ing previous abdominal surgery with adhesions forming a point of
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ﬁxation of the mobile right colon to rotate about, chronic consti-
pation, distal colon obstruction, high ﬁber intake, ileus and prior
colonoscopy. [5] Here, we report on a case of a patient presenting
with abdominal pain due to a cecal volvulus, which appeared to be
caused by a large uterine leiomyoma.
2. Presentation of case
A48-year-old femalepatientknownwitha largeuterine leiomy-
oma, for which a hysterectomy was already scheduled, presented
at the emergency department with a history of abdominal pain
since one week. At the time of presentation the constant pain in
the (lower) abdomen had worsened, patient had vomited three
times, she had a normal defecation pattern and therewere no other
genitourinary abnormalities. At abdominal examination a palpa-
ble mass could be palpated above the pubic bone, without signs of
rebound tenderness, guarding or rigidity. Laboratory tests showed
a white blood cell count of 24.2/nL [normal range 4–10/nL], C-
reactive protein (CRP) <3mg/L [normal range 0–3mg/L], normal
liver and renal function tests and a potassium of 2.8mmol/L [nor-
mal range 3.5–4.5mmol/L]. An abdominal computed tomography
(CT) scan showed a very large leiomyoma of the uterus, as well
as distended loops of the small bowel with a caliber change of
the small bowel in the right upper quadrant (Fig. 1A). There was
a suggested ‘whirl sign’ of the mesenteric vessels (Fig. 1B), and
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Fig. 1. A computed tomography (CT) scan of the abdomen showed a very large
leiomyoma of the uterus, distended loops of the small bowel with a caliber change
of the small bowel in the right upper quadrant (A) as well as a suggested ‘whirl sign’
of the mesenteric vessels (B).
compression of the rectosigmoid due to the large uterine leiomy-
oma was seen. There were no signs of intra-abdominal free air. A
laparotomy was performed, immediately revealing a large amount
of hemorrhagic ﬂuid as well as a very large uterus. In the right
upper quadrant a torsion of the mesentery of the cecum was seen
with a sharp demarcated area of necrosis of the right hemicolon
(Fig. 2). No adhesions or other causes for a cecal volvulus were
found. A right hemicolectomy was performed with a side to side
ileotransversostomy, followed by a hysterectomy. Postoperatively,
the patient was treated at the ICU due to an abdominal sepsis prob-
ably caused by bacterial translocation through the necrotic right
hemicolon. After 5 days, she could be discharged to the surgi-
cal ward. The patient made an uneventful recovery and could be
discharged on the 9th postoperative day. Histopathological exam-
ination of the cecum showed extended ischemia without signs of
malignancy. Histopathological examination of the uterus showed
a large leiomyoma with a diameter of 12 cm.
Fig. 2. Specimen of ischemic right hemicolon.
3. Discussion
To our knowledge, only one case report has been published
reporting on cecal volvulus around a large uterine leiomyoma
[6]. However, several case reports have been published reporting
on cecal volvulus during pregnancy, with a reported incidence of
1/2500–1/3500 [7–12]. The suggested mechanism of cecal volvu-
lus during pregnancy most likely also applies in the case of cecal
volvulus due to a large uterine mass. The enlarged uterus raises
the mobile cecum out of the pelvis and obstruction may occur
from kinking of the colon at a ﬁxed point; displacing the dis-
tendedcolon superiorly and thusproducing torsion [5,8]. The riskof
cecal volvulus increases with duration of gestation and is greatest
at time of rapid uterine size changes [8,9]. As described by Gin-
gold and Murrell in their excellent review on the management
of colonic volvulus, patients with cecal volvulus will often have
non-speciﬁc complaints of pain, obstipation, nausea, and vomiting
whichmay resolve spontaneously and recur in an intermittent pat-
tern althoughpatientswith acute obstructive or fulminant patterns
will present in a similar fashion to small bowel obstruction, with
obstipation and abdominal pain [5]. As in our patient, progression
of the volvulus to intestinal strangulation will lead to increasing
abdominal pain, peritonitis and sepsis [5]. Diagnosis can be made
byplainabdominalX-ray, althoughanabdominalCT scan is thepre-
ferred imaging modality for the diagnosis of acute cecal volvulus.
Thismay show the “coffee bean”, “bird beak”, and “whirl” signs; i.e.
an axial view of a dilated cecumﬁlledwith air and ﬂuid thatmay be
visualized anywherewithin the abdominal cavity; images correlat-
ing with the progressively tapering of efferent and afferent bowel
loops terminatingat the siteof torsion; a soft tissuemasswith inter-
nal architecture containing swirling strands of soft tissue and fat
attenuation [13]. The treatment of cecal volvulus is primarily sur-
gical and although detorsion and ﬁxation have been suggested as
viable treatment options, thepreferred treatment consists of a right
hemicolectomy with a primary anastomosis or ileostomy (with a
mucous ﬁstula) [5].
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4. Conclusion
Our patient demonstrates that a large uterine leiomyoma can
be a predisposing factor for developing a cecal volvulus. Therefore,
caution should be given to patients with a large uterine leiomyoma
presenting with (a sudden) increase in abdominal pain, although
wealso have to bear inmind that the chance of developing a intesti-
nal strangulationdue toacecal volvulus in thesepatients is still very
low.
Conﬂicts of interest
None.
Sources of funding
None.
Ethical approval
Written informed consent was obtained from the patient for
publication of this Case report and any accompanying images. A
copy of thewritten consent is available for review by the Editor-in-
Chief of this journal.
Consent
Written informed consent was obtained from the patient for
publication of this case report and accompanying images. A copy
of thewritten consent is available for review by the Editor-in-Chief
of this journal on request.
Author contribution
HS de Vries – study design, writing.
B. Maresch – writing.
R.K. Samlal – writing.
M. Hoven-Gondrie – writing.
Acknowledgement
None.
References
[1] E.T. Consorti, T.H. Liu, Diagnosis and treatment of caecal volvulus, Postgrad
Med. J. 81 (962) (2005) 772–776.
[2] C. Rokitansky, Intestinal strangulation, Arch. Gen. Med. 14 (1837) 202–204.
[3] R. Rabinovici, D.A. Simansky, O. Kaplan, E. Mavor, J. Manny, Cecal volvulus,
Dis. Colon Rectum 33 (1990) 765–769.
[4] J. Majeski, Operative therapy for cecal volvulus combining resection with
colopexy, Am. J. Surg. 189 (2005) 211–213.
[5] D. Gingold, Z. Murrell, Management of colonic volvulus, Clin. Colon Rectal
Surg. 25 (2012) 236–244.
[6] J.S. Pollard, S.E. Taylor, G. Wallis, S.N. Pancal, A.A. Egun, Bowel obstruction in
the postpartum period as a result of caecal volvulus around a large uterine
leiomyoma, J. Obstetr. Gynaecol. 29 (7) (2009) 673.
[7] P.W. Perdue, H.W. Johnson Jr, P.W. Stafford, Intestinal obstruction
complicating pregnancy, Am. J. Surg. 164 (4) (1992) 384–388.
[8] H. Montes, J. Wolf, Cecal volvulus in pregnancy, Am. J. Gastroenterol. 94 (9)
(1999) 2554–2556.
[9] P.J. Horton, J. White, S.P. Lake, Caecal volvulus and malrotation of the bowel
complicating the third trimester of pregnancy, J. Obstetr. Gynaecol. 17 (2)
(1997) 160.
[10] X. Drac¸ini, A. Dibra, E. Celiku, Cecal volvulus during pregnancy. Case report, G
Chir 33 (4) (2012) 129–131.
[11] Y. Narjis, K. Rabbani, S. Largab, A. Soumani, B. Finech, A. El Idrissi Dafali,
Coecal volvulus: an acute complication of pregnancy, J. Emerg. Trauma Shock
3 (4) (2010) 426–427.
[12] H. John, T. Gyr, G. Giudici, S. Martinoli, A. Marx, Cecal volvulus in pregnancy.
Case report and review of literature, Arch. Gynecol. Obstetr. 258 (3) (1996)
161–164.
[13] M. Hasbahceci, F. Basak, O. Alimoglu, Cecal volvulus, Ind. J. Surg. 74 (6) (2012)
476–479.
Open Access
This article is published Open Access at sciencedirect.com. It is distributed under the IJSCR Supplemental terms and conditions, which
permits unrestricted non commercial use, distribution, and reproduction in any medium, provided the original authors and source are
credited.
